Dressing is an important activity of daily living, yet many older adults have difficulty due to impairments. The purpose of this study was to explore the use of assistive devices for dressing by older persons with impairments, and to look at differences among frail elders with no dressing difficulty, upperextremity-only dressing difficulty, lower-extremity-only dressing difficulty, and both upper-and lower-extremity dressing difficulty.
I
n 1996, there were 33.9 million people in the United States more than 65 years of age (Administration on Aging, 1996) , and by 2020, this group will increase to 53.2 million (Sigel, 1996) . The "oldest-old" elderly persons, those more than 85 years of age, are the fastest growing segment of the population, and this will accelerate with the baby boom generation now reaching 65 years of age (Sigel, 1996) . In 2000, 35% of elderly persons reported limitations in activity (Centers for Disease Control and Prevention, 2003) . Sixteen percent of persons more than 85 years of age have difficulty with dressing and 11% require help (Hobbs & Damon, 1996) . Assistive devices are available that can be used for dressing; however, we know relatively little about the use of assistive devices for dressing by elderly persons with functional limitations. We do know that overall, assistive device use has been increasing whereas use of personal assistance is declining (Manton, Corder, & Stallard, 1993) . We also know that people who use assistive devices report less unmet need relative to their personal care (Agree & Freedman, 2003) . The purpose of this study was to explore the use of assistive devices for dressing by homebased elderly persons with functional limitations. domains of functioning (physical, mental, social, spiritual, economic, and ADL) in 50 cognitively intact subjects more than 85 years of age (mean age 89 years) living in a home setting. Measurement tools for this study included the Older American Resources and Services instrument (OARS), Mini-Mental Status Examination (MMSE), Geriatric Depression Scale (GDS), and Spiritual WellBeing Scale (SWBS). The majority of subjects required assistance with at least four ADL. The areas with the highest proportion of problems were with ADL (72%) and physical functioning (55%) (Krach et al.) . Using correlation analysis, significant relationships were found among physical, mental, social, and economic variables, and ADL. The study illustrates the profound and broad implications of dressing problems for older adults.
Frailty among older adults has been shown to relate to ADL performance, including dressing tasks. Ho, Williams, and Hardwick (2002) studied 78 community-dwelling individuals with a mean age of 74.1 years (SD 6.1). Thirtyseven of these individuals were characterized as being at high risk for frailty, and 42 were at low risk for frailty. Logistic-regression analysis indicated there were significant differences between the two risk groups in areas of balance, mobility, range of motion, upper-extremity control, and ADL. The ADL tasks included zipping a zipper, tying a shoe, buttoning three large buttons, buttoning three small buttons, picking up and fastening three safety pins, and donning and taking off a shirt. High-risk individuals were 2.9 times more likely to score below the mean on the seven ADL tasks (p = .0274) (Ho et al., 2002) . Difficulties with tasks involved with dressing are predictive of frailty.
Adaptive equipment is often used to offset difficulties experienced with dressing tasks. Gitlin, Levine, and Geiger (1993) studied adaptive equipment use from the perspectives of both older adults with mixed disabilities and home health therapists. Thirteen subjects (mean age 73 years, 10 women, 3 men) from a hospital rehabilitation unit were interviewed once before discharge concerning prescription of assistive devices. Eight of those discharged participated in one 20-minute interview by telephone each month over 3 months. They were asked to rank their most valued piece of adaptive equipment, how often they used adaptive equipment they had been issued while in rehabilitation, and any reasons for non-use of adaptive equipment. Dressing equipment was the most frequently issued device, with all 13 of the subjects receiving a dressing aid. Six devices were already in subjects' homes before hospital admission. The average number of devices in each home was 3.15 (1.46). Of the 23 dressing aids, subjects reported using 11 (47%) frequently or consistently during the first month at home. The four major reasons for non-use of devices were: (1) task performed by others, (2) perception of lack of need, (3) equipment failure or loss, and (4) equipment too "cumbersome" (Gitlin et al., 1993) . In a related study, Gitlin, Schemmm, and Landsberg (1996) found that of 642 devices provided to 86 rehabilitation in-patients, 50 percent were used frequently to always in the first 3 months following discharge. These studies illustrate the importance of assistive devices for dressing, but do not specifically examine differences in upper-and lower-extremity dressing difficulties, as in the present study.
Other studies have also addressed use of assistive devices for dressing. de Klerk, Huijsman, and McDonnell (1997) identified variables related to the use of assistive devices in a study of 498 single, independent-living elderly persons (mean age 81 years). Aids for ADL (such as buttonhooks, raised beds) were used by 75.5% of the sample. The most frequently used dressing aid was the long-handled shoehorn with 10% of subjects using this device. Women and those living in small or sheltered housing used more assistive devices. Elderly persons who received home care used more devices than those not receiving home care. The investigators postulated that caregivers provide informal training and stimulate their care recipients to use more assistive devices. No significant relationship was found between educational level and the use of assistive devices. Subjects with higher income used fewer devices than those with lower incomes. Use and number of assistive devices used for basic ADL activities were positively correlated with having chronic illness (de Klerk et al.) .
The importance of dressing devices was also identified in a study of hospital patients' concerns, perceptions, and beliefs regarding assistive devices (Gitlin, Luborsky, & Schemm, 1998) , with a sample of 103 stroke patients who were receiving rehabilitation. Devices were categorized as addressing mobility, dressing, feeding, seating, and bathing. Mobility devices generated the most comments, followed by dressing devices. Dressing devices received a proportionately larger number of positive comments compared to the other device types. User satisfaction and dissatisfaction were studied in more detail in the present study.
The use of "technical aids," including assistive devices for dressing, was studied in a sample of 57 subjects more than 74 years of age who reportedly had difficulties performing ADL (Parker & Thorslund, 1991) . Four hundred twenty-two technical aids (7.4 per person) were found in the subjects' homes, of which 75% were being used. Aids for personal hygiene (raised toilet seats, bathtub benches, and dressing aids) composed 20% of the aids. Subjects who reported difficulties in dressing, eating, and transfers were the least likely to have aids for these limitations. When dressing, subjects relied on personal assistance, adapted the task, or avoided the activity altogether. Personal assistance was required for 12 subjects in donning coats. Thirty-six subjects reported difficulty dressing, with 28 (78%) using aids. The most frequently reported difficulties in ADL were in the areas of personal hygiene and mobility (Parker & Thorslund) . This study provides further evidence that dressing difficulties are common among older persons, and a significant number of them do use assistive devices to address these difficulties. Schemm and Gitlin (1998) studied methods that occupational therapists use in rehabilitation clinics to teach use of dressing and bathing devices. They studied 86 patients and 19 occupational therapists during training sessions and found to teach dressing device use, therapists averaged 2.5 sessions of 10-minute average session duration. Teaching was primarily demonstration and oral instruction. Patients receiving training in device use reported it to be "satisfactory." The importance of training in the use of assistive devices, including dressing devices, was clearly identified in this study.
Loss of independence in ADL, including dressing, has a relationship to quality of life (Krach, DeVaney, DeTurk, & Zink, 1996) and frailty (Ho et al., 2002) . The importance of assistive devices for dressing has been identified in several studies (de Klerk et al., 1997; Gitlin, Levine, & Geiger, 1993; Gitlin et al., 1998; Gitlin, Schemmm, Landsberg, & Burgh, 1996; Parker & Thorslund, 1991) . Perhaps because these studies had relatively small sample sizes, they did not explore differences in upper-and lower-extremity dressing difficulties. Yet, different movements are required for upperand lower-extremity dressing, and different assistive devices are available to address these difficulties.
This study included a larger number of participants than in previous studies of use of dressing devices by older persons, and it explored differences among participants grouped by upper-and lower-extremity dressing difficulties. The following questions were addressed: (1) What are the differences in demographic health, functional and psychosocial status, and quality of life for frail older persons grouped as follows: (a) no dressing difficulty, (b) upperextremity-only dressing difficulty, (c) lower-extremity-only dressing difficulty, (d) both lower-and upper-extremity dressing difficulty; (2) What types of dressing devices are most commonly used; and (3) What are the reasons for dissatisfaction with dressing devices? Having a better understanding of the underlying factors that relate to upper-and to lower-extremity dressing could help therapists in identifying older persons potentially in need of assistive dressing devices. Knowing what dressing devices are most commonly used, and reasons for dissatisfaction with devices, could potentially guide therapists in providing assistive dressing devices that will be successfully used.
Methods

Sample
This report is based on the Rehabilitation Engineering Research Center (RERC) on Aging Consumer Assessments Study (CAS), a longitudinal study of the coping strategies of elderly persons with disabilities. From 1991 to 2001, 26 senior service agencies and hospital rehabilitation programs referred individuals they currently served, or in the case of hospital rehabilitation programs, individuals discharged home, to the CAS. A comparison of the sample with the Federal Interagency Forum on Aging-Related Statistics (2000) demonstrated that the resemblance of the subjects to the national population of elderly persons was very close for race and living status. However, compared to the statistics of the U.S. Census Bureau (2000) , the subjects were older and a larger proportion of them were women. This sample further closely resembled the approximately 20 percent of the elderly population who has difficulty with at least one ADL or instrumental activities of daily living (IADL) (Administration on Aging, 2004).
The CAS was initiated in Western New York (WNY) where 790 elderly persons were interviewed. In the final two years, the CAS was replicated with 311 study subjects in Northern Florida (NFl). For the present report, we combined initial interviews of the NFl and WNY samples and grouped study participants based on Functional Independence Measure(tm) (FIM(tm)) dressing scores.
We grouped study participants based on the two FIM dressing item scores (upper-extremity dressing and lowerextremity dressing items). FIM item scores range from 1 through 7 and each score is defined; for example 7 = "Complete Independence," 3 = "Moderate Assistance," and 1 = "Complete Dependence." Groups were defined as follows: (1) NDD-No Dressing Difficulty-FIM lower-and upper-dressing item scores equal to 7 (n = 295); (2) UEODD-Upper-Extremity-Only Dressing Difficultylower-extremity FIM item score equals 7 but upper-extremity FIM item score less than 7 (n = 23); (3) LEODDLower-Extremity-Only Dressing Difficulty-upperextremity FIM item score equals 7 but lower-extremity FIM item score less than 7 (n = 118); (4) BLUEDD-Both Lower-and Upper-Extremity Dressing Difficulty-both upper-extremity and lower-extremity FIM item scores below 7 (n = 665).
Demographic information for study participants is presented in Table 1 , broken down by group assignment. The following information is for the entire sample (N = 1,101). Participants ranged from 60 to 106 years of age, with a mean age of 75.3 years (8.3). Eight hundred one of these study participants (72.8%) were female, and 80.2% were white. Thirty-seven percent had completed high school. Three hundred and forty five study participants (31.3%) were married, 589 (53.5%) lived alone, and 594 (54%) owned their own home. Forty-seven percent of the sample had incomes under $10,000 per year. Table 2 presents information on measures of health, functional, and psychosocial status organized by study groups. Study participants averaged 5.7 (5.9) physician visits during the 6 months prior to the study interview. They reported taking an average of 5.4 (3.8) medications, and had a mean of 6.2 (3.1) chronic diseases or conditions. Poor vision or blindness was reported in 16.7% of participants, and 40.3% reported less than "good" hearing. On average, study participants were 26.9% (15.4%) physically disabled (Sickness Impact Profile [SIP] score, which represents the percent of disability). Study participants scored a mean of 9.1 (3.9) out of 14 for IADL, and 75 (14.8) out of 91 on FIM Motor section. Participants' mean MMSE score was 26.4 (5.7); 24 is typically the cutoff point for separating samples into cognitively/noncognitively impaired (Braekus, Laake, & Engedal, 1992) . Table 3 lists the frequencies of the chronic diseases and conditions reported by the study participants.
Instruments
The CAS uses a battery of instruments to measure multiple dimensions including instruments developed by other investigators, and instruments developed to meet the unique requirements of this study. The Consumer Note. BLUEDD = both lower-and upper-extremity dressing difficulty; LEODD = lower-extremity-only dressing difficulty; NDD = no dressing difficulty; UEODD = upper-extremity-only dressing difficulty. *p < .05 
Psychosocial and Mental Status
Mental Status-MMSE (0-30)*** 27.4 (3.4) 27.9 (2.3) 28.3 (2.5) 25.5 (6.8) Self-Esteem Rosenberg (10-40)*** 33.1 (4.7) 32.8 (4.9) 33.2 (4.9) 31.6 (5.2) Depression-CESD (0-60)** 11.1 (9.1) 14.1 (12.0) 11.4 ( 10.3) 13.6 (10.8) Quality of Life** 2.2 (0.9) 2.3 (1.0) 2.3 (1.0) 2.4 (0.9) Life Satisfaction*** 3.2 (0.9) 3.2 (1.1) 3.0 (0.9) 2.8 (1.0)
Note. BLUEDD = both lower-and upper-extremity dressing difficulty; LEODD = lower-extremity-only dressing difficulty; NDD = no dressing difficulty; UEODD = upper-extremity-only dressing difficulty.
*Significance < .05, **Significance < .01, ***Significance < .001 Note. BLUEDD = both lower-and upper-extremity dressing difficulty; LEODD = lower-extremity-only dressing difficulty; NDD = no dressing difficulty; UEODD = upper-extremity-only dressing difficulty.
Assessments Study Interview Battery contains several parts from the OARS including: Physical Health Scales and Instrumental Activities of Daily Living Scale (Mann, Karuza, Hurren, & Tomita, 1993) . A summary of the instruments included in the CAS Interview Battery is described below and presented in Table 4 . Health Status Instruments. The Physical Health Scales on the OARS include self-report regarding number of physician visits in the past 6 months; number of inpatient hospital days; number of medications taken; and number and types of chronic illnesses. For this instrument study, participants are asked which of 38 predetermined illnesses they have, and the extent to which each illness interferes with activities. The Functional Status Index consists of 10 items within three sections (gross mobility, hand activities, and personal care) scored on a 4-point scale from 1 = no pain to 4 = severe pain. The item scores are summed for a total score. The minimum possible score is 10; the maximum score (severe pain on every item) is 40. The reliability and validity of the Functional Status Index have been examined and found to be adequate (Fillenbaum, 1988) .
Functional Status Instruments. Three instruments are used to measure functional status: the IADL section of the OARS, the SIP, and the FIM. These instruments are moderately correlated with each other and there is some overlap in content such as mobility. However, there are substantial differences in these measures, conceptual and structural, as described below. The total IADL score is calculated by summing together the scores on the 7 items from the IADL section of the OARS (Fillenbaum, 1988) . The 7 items ask whether or not the study participant can use the telephone, get to places out of walking distance, go shopping, prepare meals, do housework, take medicine, and handle money. Responses are scored: 2 = without help, 1 = some help, 0 = completely unable or no answer. The IADL score can range from 14, totally independent, to 0, totally dependent. Reliability on the IADL section of the OARS was found to be high (Fillenbaum & Smyer, 1981) .
The SIP-Physical Dysfunction Section, was used to determine percent of physical disability for study participants (Gilson, Gilson, & Bergner, 1975) . Three sections of the SIP (Body Care and Movement, Mobility, and Ambulation) have a total of 45 separate items that are used to calculate the percent of physical disability score. Test-retest reliability of the SIP is reported as high (Bergner, Bobbitt, & Carter, 1981) .
The FIM was developed as an instrument to determine the severity of disability (Center for Functional Assessment Research, 1990) . The FIM consists of 18 items, each with a maximum score of 7, and a minimum score of 1. Thus, the highest possible total score is 126, and the lowest, 18. Each level of scoring (1 through 7) is defined; for example, 7 = "Complete Independence," 3 = "Moderate Assistance." The FIM measures the following areas: Self-Care, Sphincter Control, Transfers, Locomotion, Communication, and Social Cognition. The FIM has been found to be reliable and valid, even with study participants more than 80 years of age (Pollak, Rheult, & Stoecker, 1996) . Psychosocial Status Instruments. Instruments to measure this domain include the MMSE, the Rosenberg SelfEsteem Scale, and the Center for Epidemiological Studies Depression Scale (CESD). The MMSE consists of 11 items that are summed to create a mental status score (Folstein, Folstein, & McHugh, 1988) . The MMSE score ranges from a maximum score of 30 to a minimum score of 0. Scores less than 24 are considered indicative of cognitive impairment. The test-retest reliability of the MMSE has been reviewed across several studies and found to be consistently over .89.
Rosenberg Self-Esteem Scale: This scale consists of 10 items. Responses for each item are measured on a 4-point Likert scale (1 = strongly disagree through 4 = strongly agree). The self-esteem score ranges from 40 (high selfesteem) to 10 (low self-esteem) (Rosenberg, 1965) . In a study of over 1,700 employees of a state agency, reliability was reported to be .8 (Shahani, Dipboye, & Phillips, 1990) .
CESD: The CESD consists of 20 items asking study participants to describe how they felt during the past week, and is an indicator of depressive symptoms. For example, one item states: "I had trouble keeping my mind on what I was doing." Responses are measured on a 4-point scale (0 = less than once a day: 1 = some of the time: 1-2 days a week; 2 = moderately: 3-4 days a week; 3 = mostly: 5-7 days a week). Scores range from 0 to 60 with the higher score indicating a greater number of depression symptoms. Typically, a score of 16 or higher is considered indicative of depression (Radloff, 1977) . Studies report test-retest reliability between .4 to .7, ranging from 2 weeks to 1 year (Devins et al., 1988 , Radloff & Locke, 1986 .
Assistive Technology Instruments. An assistive technology data collection instrument called the AT Survey was developed for the CAS. The AT Survey provides a count of the number of devices and the number of people using specific categories of devices grouped into the general categories of devices for persons with: (1) physical (motor) disabilities, (2) hearing impairments, (3) visual impairments, (4) tactile impairments, and (5) cognitive impairments. Study participants are asked, in an open-ended format, what devices they have. They are also asked if they use the device and if they are satisfied with the device (yes or no response). If they have a device and it is not used and/or they are not satisfied with it, they are asked, in open-ended format, to explain why not. In addition to asking the participant what assistive devices they have, the interviewer "tours" the home, and asks about devices they might have and use in each of the rooms. Reliability of this approach has not been established.
Data Collection
For the CAS, nurse or occupational therapist interviewers collected all data in face-to-face interviews in study participants' homes. Interview time averaged about 2.5 hours. Appointments were scheduled at times convenient for study participants to ensure that they would be rested, comfortable, and not feel rushed.
Statistical Analysis
We compared the four dressing groups on demographic variables, health status, functional status, psychosocial status, and mental status using the Kruskal-Wallis tests (Hollander & Wolfe, 1999) . To correct for multiple comparisons, we calculated permutation-adjusted p values for each hypothesis. With this approach we measured the significance of each difference by comparing the observed study result with those results derived from randomly assigning 1,101 study participants to the four dressing groups, taking the correlation structure between the hypotheses into account (Westfall & Young, 1993) . 1 We chose the Fisher's combining function because it is the most sensitive among different types of combinations of p values according to Birnbaum (1954) .
We adopted nonparametric methods with permutation-based p values because they are more robust, adjust for testing multiple outcomes, and have valid type-I error control even for unequal group sizes. However, for each dependent variable, we did not perform multiple pair-wise comparisons among the 4 dressing groups as one group was significantly smaller than the other 3 groups (n = 23), and thus limit our conclusions to differences among the 4 groups, rather than specific differences between any one group and others. We report the descriptive findings for each of the 4 groups to guide others in future research.
Results
Research Question 1
What are the differences among the four dressing difficulty groups in demographic characteristics, health status, (x 1 , x 2 , . . . , x n ) = -2Σ n i = 1 log(x i ), the p value for the combining statistic is estimated as , h(x 1 , x 2 , . . . , x n ) = min(x 1 , x 2 , . . . , x n ). functional status, mental status, psychosocial status, and quality of life?
Demographics. The only significant difference among the four groups on demographic variables was for gender. Within this sample, men were relatively more highly represented in the groups with lower-extremity difficulties.
Health Status. There was a significant difference among groups for pain. Within our sample, the BLUEDD group reported the highest level, on average, for pain, whereas the NDD reported the least. There were also significant differences among groups for "number of sick days in past 6 months," and for number of medications. Study participants in the NDD and UEODD groups had relatively fewer sick days than the other two groups. and the LEODD group used the fewest number of medications (mean = 4.2 [2.8]), whereas the NDD group used the most (mean = 5.7 [3.7] ).
Functional Status. Significant differences were found among the dressing groups on the FIM (including the total FIM score, FIM Motor score, and FIM Cognition score), the OARS-IADL scale, and the SIP. For our study participants, the NDD group consistently scored higher (scores reversed for SIP) in functional status than the other groups, and the BLUEDD group participants were consistently the most functionally impaired. The other two groups were relatively similar.
Psychosocial and Mental Status. There were differences among groups on the MMSE, the Rosenberg Self-Esteem Scale, and the CESD. For the present study participants, the BLUEDD group scored lower on the MMSE than the other three groups, and the UEODD showed the highest number of depression symptoms. Although there were significant differences among the groups on both Quality of Life and Life Satisfaction, the actual size of the differences was quite small-within .4 points on a 5-point scale.
Research Question 2
What types of dressing devices are most commonly used? Table 5 lists the number of devices owned and used, and the number with which study participants were satisfied. Shoe horns were the most common device, followed by sock aides, dressing sticks, button aides, Velcro ® shoes, and adapted clothing.
Research Question 3
What are the reasons for dissatisfaction or non-use of dressing devices?
The largest percentage of responses for not satisfied or non-use related to a perception that the device was not needed (65.1% of all responses). This was followed by "does not work well" (16.3%) and "too difficult to use" (12.8%). 
Discussion
This is the largest in-depth study of home-based elderly persons with dressing difficulties. We looked closely at three groups of elderly persons with either or both lower-or upper-extremity dressing difficulty, and a fourth group of elderly persons who had difficulty with at least one other ADL, but who had no difficulty with dressing. We discuss the results relative to demographic variables, health status, functional status, psychosocial and mental status, and device use and satisfaction.
Demographics
In looking at demographic differences among these groups, gender was the only significant variable. Within our sample, men were disproportionately represented in the groups with lower-extremity dressing difficulty. It is difficult to explain why relatively more men than women had lower-extremity dressing difficulty; this is an important area to explore in future research. Recognizing that proportionately, more older men may have difficulty with lower-extremity dressing, therapists should make certain to address lowerextremity dressing in their assessments of older men.
Health Status
We found an overall high number of medications taken, which is a reflection of the participants in the sample: older persons with ADL and IADL difficulties. Even those study participants who were not having difficulty with dressing (and were taking a somewhat higher number of medications) were having difficulty with at least one other ADL or IADL. The results for health status differences among the four study groups were somewhat surprising. We did not expect participants in the NDD group to use more medications than the other groups. All groups were taking more than four medications, but the NDD group participants were taking one and one-half more medications, on average, than the LEODD group participants. However, the NDD group participants did have fewer sick days in the past 6 months, and reported the lowest level of pain. The group participants with BLUEDD reported the highest level of pain, which could be a major factor in the difficulties they were having with dressing tasks. Review of medications to determine use of pain relievers, and referral to the family physician to address the pain issue could be an important role for a therapist working with patients with dressing difficulty and pain.
Functional Status
As expected, study group participants with BLUEDD also scored lowest on other measures of functional status, including the IADL scale and the SIP. Difficulty with completing dressing tasks is highly correlated with other ADL and IADL. Measurement of dressing represents 2 of 18 items on the FIM. Therefore, it is not surprising that dressing difficulty status for our study participants should be correlated with the total FIM score. For therapists, these results suggest that if someone is having difficulty with dressing, they are likely to be having difficulty with one or more other ADL or IADL.
Psychosocial and Mental Status
Study participants in the group with BLUEDD scored lower than participants in the other groups on the MMSE. Study participants with significant cognitive impairment typically require assistance with dressing. We know from a previous CAS analysis of study participants with cognitive impairment but no other impairments, that the amount of human assistance required with dressing is related to MMSE score (Mann, 2001) . In a study of the use of behavioral approaches to improve ADL performance with nursing home patients with dementia, simple prompting led to more independence and participation in dressing (Rogers et al., 1999) . The use of assistive prompting devices for assisting elderly persons with cognitive impairment in dressing is currently being studied by the University of Florida Rehabilitation Engineering Research Center on Technology for Successful Aging (www.rerc.ufl.edu), and such "smart assistive devices" may be available in the next few years.
Device Use and Satisfaction
In looking at the most common assistive devices used for dressing, those associated with putting on socks and shoes were the most owned and used devices, which parallels the findings of de Klerk et al. (1997) . The large number (783) of participants with lower-extremity dressing difficulties could explain why these devices were more common than upper-extremity dressing devices. Dressing sticks and button aides and adapted clothing are also owned and used by many study participants with dressing difficulties. All these devices are low-tech, low-cost. Some devices represent adaptations of standard household items, such as the use of a broom handle with a nail as a dressing stick. Well over half of the stated reasons for not using a dressing device that they owned, related to a perceived lack of need, similar to the findings of Gitlin, Levine, and Geiger (1993) . Perceived lack of need could be related to improvement, decline in condition (with more personal assistance), or an inappropriate purchase or prescription.
Limitations
Although the total sample size was large (N = 1,101), one group, the UEODD group, was disproportionately small, with only 23 subjects. Although we can generalize regarding differences on study variables among all four groups, we have been careful to state that the differences among specific groups are limited to our study participants, and these differences can not be generalized.
Relevance to Occupational Therapy
Dressing is an important activity of daily living. In assessing older adults' ADL performance, occupational therapists should consider all aspects of both upper-and lowerextremity dressing. Many older persons adopt alternative approaches to dressing, such as wearing slippers instead of shoes, because they cannot don socks and shoes. This can in turn lead to a decrease in their mobility, such as not leaving the house. Yet, there are assistive devices and special clothing, including shoes and socks, that can make dressing easier. Therapists can recommend approaches, such as sitting down while dressing, and assistive devices to make virtually all dressing tasks easier. Therapists can review the range of assistive devices, including those for dressing, at www. abledata.com. At the writing of this paper, searching the keyword "dressing" under AbleData provided links to 359 dressing-related products. The importance of training in the use of assistive devices, including dressing devices, has been documented in an earlier study , and occupational therapists can provide that training. Therapists can also work with elderly persons with cognitive impairment by training through prompting, as reported by Rogers et al. (1999) . The impact of pain on dressing difficulty is also important for therapists to carefully consider in assessing ADL performance of older persons. Gender differences in dressing difficulty and device use with dressing, as well as with other ADL, deserve further study.L
